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THE TREATMENT OF COMPOUND 
FRACTURES* 
ApOLPH A. WALKLING, M. D.,** 
Philadelphia, Pa. 

The treatment of compound fractures be- 
gins from the time the patient is injured and 
though there are differences of opinion 
amongst surgeons as to some of the steps in 
treatment, all agree on three major points: 

(1) The first aid treatment should be ade- 
quate. 

(2) The wound should be made aseptic, 
if possible. 

(3) The fracture should be fixed in satis- 
factory position and held there until healing 
is satisfactorily accomplished. 


The differences of opinion creep into this 
subject beginning from the time the patient 
is injured, which is usually before the sur- 
geon sees him. The principal controversial 
subject at this point is, shall or shall not fixed 
traction be applied. We believe that traction 
should be applied at the earliest available 
moment. It is unreasonable to expect all 
laymen to have available apparatus for trac- 
tion, therefore most of these cases, unless 
picked up by an ambulance, come to the hos- 
pital with no traction. One might ask: Why 
should traction be applied? Traction puts 
the fragments at rest, thereby relieving shock 
and preventing hemorrhage. Fascia is 
stretched and exerts its normal pressure on 
the muscles. Traction prevents the bone ends 
from churning around and thereby increasing 
damage to the soft structures, so it is impor- 
tant to see that traction is applied and main- 
tained at the earliest possible moment. It is 
to be our duty under the present national 
emergency to instruct a great many lay people 
in the first aid treatment of compound frac- 
tures. We must insist on the application of 
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traction, if possible, or some type of splint 
that will immobilize the area. The Keller 
half ring splint as used in the Army is the 
best for the leg. The Murray Jones splint 1s 
best for the arm. 

Bleeding is most effectively controlled by 
a pressure dressing and application of con- 
tinued traction to the limb. Tourniquets 
are too often misused and unless bleeding is 
very severe had best not be applied. If tour- 
niquets are used, they should be of the type 
that can be loosened easily, and definite in- 
structions should be given as to the frequency 
of loosening. Every thirty minutes seems to 
be the interval of choice. 

Temporary control of bleeding, with con- 
tinued traction or splintage, plus the appli- 
eation of heat generally to prevent shock, is 
about the extent of first aid that ean be given 
by lay people. Incidentally, the British be- 
lieve that sodium amytal definitely delays the 
progress of shock. 

We give these patients tetanus antitoxin 
and antigas bacillus serum. Certain workers 
have cast some doubt on the necessity of the 
antigas bacillus serum, but as long as it ean 
be given as combined serum we see no reason 
not to give it. We have seen only one ease 
of gas gangrene develop in a compound frae- 
ture since we have been using it; therefore we 
shall continue. We have used xray in the 
treatment of gas gangrene, but believe it 
should be used as an adjunct to serum. If 
we suggest gas bacillus infection we use the 
xray as a help in diagnosis. If we suspect 
gas bacillus infection we use the xray as a 
help in diagnosis. In the doubtful cases it is 
of value, as the air can be seen in the tissues 
before it can be felt. 

When the patient arrives at the hospital 
there are certain things that require the judg- 
ment of an experienced surgeon, especially 
in compound fractures of the large bones. 

First, fluid replacement in hemorrhage 
and shock eases. The use of dried or fluid 
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plasma, whole blood, ete. requires judgment 
and hematocrit readings. Profound shock is 
easily recognized. It should be suspected in 
every case of severe injury when the skin is 
cold and pale and the pulse rate is over 100. 
A fifteen-minute pulse chart is kept and a 
rising pulse rate, rather than falling systolic 
blood pressure, is significant. More acecu- 
rately early shock can be diagnosed by blood 
concentration estimation. An increase in cells 
to plasma ratio indicates hemoconcentration 
due to loss of plasma through the eapillary 
walls into the tissues and is the earliest sign 
of shock. Hemoconcentration of 20% is 
uvminous and 40% grave. Our policy in these 
severe cases is to give plasma by drop method 
while the operation progresses and to assume 
in all severe compound fractures that shock 
will ensue. Therefore, begin prophylaxis or 
treatment as soon as possible. Lowered blood 
pressure is a late symptom rather than an 
early one. 

Second, decide when the patient should be 
operated upon. In eases of multiple injuries 
it may be that the further treatment of the 
fracture must be postponed. We do not be- 
lieve this occurs very often. 

THE WOUND OF THE Sort Parts 

This wound must be protected with a sterile 
dressing and nothing else such as antisepties, 
ete. Regardless of whether there is dirty bone 
in the wound, a penetrating object in the 
soft tissue or bone that is sticking out that 
has become dirty, the application of fixed 
traction saves the tissue from further trauma 
with its consequences. Kennedy, quoting 
Tinker as far back as 1909, says: ‘‘The most 
important consideration in the management 
of compound fractures is still the wound of 
the soft parts. If the wound is aseptic, 
tetanus and blood poisoning are impossible; 
bony union and a movable joint are favored; 
osteomyelitis will not develop; and a useful, 
if not perfectly normal, extremity will 
usually be saved.’’ I do not think things 
have changed any. 

DEBRIDEMENT 

There is no question about the value of 
early cleansing of the wound. To make an 
aseptic wound out of a contaminated one not 
only shortens hospital stay, but reduces mor- 
bidity and mortality. This principle of de- 
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bridement means that every effort is made 
to remove soiled, devitalized and contaminated 
tissue with careful exploration of the depths 
of the wound, and the arrest of hemorrhage. 
All tissue should be removed by knife dis- 
section. We prefer copious irrigation of the 
wound while this is in progress, with fre- 
quent change of sterile drapes, gloves and in- 
struments. There is some difference of 
opinion regarding irrigation. Large tendons, 
and all vessels and nerves must be saved, if 
possible. The suggestion has been made that 
the tissue removed at operation be sent to 
the laboratory for bacteriological study. This 
seems to me too impractical for most hospitals. 

The chanees of having an aseptic wound 
are far greater if debridement is done before 
six hours. One may say: Why six and not 
eight hours as a limit? We find that most 
wounds are impossible to cleanse successfully 
after the sixth hour. Occasionally, depending 
on the amount and character of contamina- 
tion, this cleansing may be successful after 
eight or twelve hours from the occurrence of 
the wound. After twelve hours debridement 
is contraindicated because at that time 
the wound ean be considered infected and the 
operation should consist only of incising the 
wound, opening pockets, providing some 
method for sterilization of the wound, and 
fixation of the fracture. 

While on this subject it may be well to 
briefly discuss the sulpha drugs. We use 
sulphanilamide and sulphathiazole in the 
wound. There is some question whether or 
not this is the proper thing. I use both be- 
eause I believe I have had less trouble after- 
wards, and as long as there is a possibility of 
benefit I shall continue. I use 4 to 6 grams of 
each dusted into the deepest recesses of the 
wound. Some men feel that the oral admin- 
istration alone is sufficient and it is possible 
that this may be true, but until there is fur- 
ther proof I shall continue the local applica- 
tion. Every patient, regardless of whether 
these drugs have been used locally, should 
have sulphanilamide by mouth. The blood 
level should be watched. There seems to be 
substantial agreement among investigators 
that sulphanilamide brings about a restriction 
of the capacity of invasive bacteria to multiply 
within the body and in addition probably 
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renders the surviving bacteria more suscep- 
tible to destruction by the phagocytes of the 
host. The drugs are invaluable when patients 
refuse operation. 

TREATMENT OF THE WOUND 

Treatment of the wound may be considered 
to be divided into four phases: 

1. Operation performed within six hours 
after injury, consisting of excision of the 
wound and immediate skin suture. 

Cases in which this is applicable are few 
and while we have done this, it seems that the 
risk is a little too great to make it a routine 
procedure. The collection of serum with sub- 
sequent tension on the wound is the greatest 
ally of bacteria. If infection does develop 
with the consequences of osteomyelitis and 
possibly death once in a hundred eases, it 1s 
sufficient to contraindicate closure. The 
wound will be healed by the time the fracture 
is healed even if it is left open. 

2. Operation performed within twenty- 
four hours, i. e. excision of wound and pack- 
ing with vaselinized gauze. 

This type of procedure is to be preferred 
unless infection has so permeated the tissues 
that excision of the wound is impossible. This 
will depend somewhat on the character of the 
wound and its position. 

When a patient is brought to our accident 
ward he is given morphine and atropine, 
antitetanus and antigas serum and sent to 
the xray department immediately, if not in 
shock. If in shock, he is treated and allowed 
to react. He is then sent to the operating 
room where antishock treatment is continued. 
This consists of heat externally and plasma 
intravenously. Ether is the best anesthesia 
if the patient has been severely shocked. 
Occasionally we use spinal anesthesia, but the 
fall in blood pressure after spinal anesthesia 
may be confused with or may aggravate 
shock. The first aid dressings are removed 
and the area cleansed. The wound should be 
kept covered with sterile gauze and the skin 
eleansed with benzene, ether and alcohol. 
Iodine or some other antiseptic is used. 
Drapes are placed in such a way that they 
can be changed frequently during the opera- 
tion. The skin edge is excised only so that 
the contused edge is cut away. It need only 
be a millimeter or two in width. 
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The skin must often be incised in the long 
axis of the limb. This is done to open all the 
deep recesses of the wound. The exploration 
of the wound is diligent and painstaking. 
Contused fascia and devitalized muscle must 
be excised with a scalpel. Foreign bodies 
are removed by flushing with warm sterile 
salt solution or by picking them out with 
forceps. We like to have an irrigating bottle 
fixed with a small nozzle or a medicine drop- 
per so that a more or less continuous stream 
of salt solution is present. Small detached or 
dirty pieces of bone are removed. A dirty 
end of a large fragment is ronguered away, 
but the fragment is left in if attached. It 
is better from the standpoint of bone healing 
to leave large fragments than to have a gap 
which nature may not be able to fill. 

We usually split fascia to prevent con- 
striction which would result from edema. 
Above all else, blood clot should be removed 
and bleeding stopped. We advise against the 
use of a tourniquet to produce a_ bloodless 
operating field. Large vessels, nerves and 
tendons must be preserved. 

The wound is then thoroughly dried and 
the sulpha drugs dusted and smeared into 
the deepest recesses. A vaselinized gauze pack 
is then placed in the wound to keep even the 
smallest recess open. Lately, there has been 
a great deal of notoriety given B. I. P. P. 
(which is really Beck’s Paste and iodoform) 
as a drain in the wound. We feel that the 
material used on the pack is not so important 
as the operation which precedes it. Trueta in 
Spain used plain gauze, and in Britain B. 
I. P. P. is used. Vaselinized gauze seems to 
serve the purpose just as well. The fracture 
is then reduced and held by traction of an 
assistant. 

We are not in favor of internal fixation or- 
dinarily in compound fractures, although in 
fractures that are impossible to hold by any 
other means, this method is_ permissible. 
Plates or wire may be used. A skin tight 
plaster cast is then applied without a window 
over the wound. We believe that a window 
permits swelling and edema and it is only by 
complete enclosure that this ean be prevented. 
We like to apply a moulded plaster splint 
first. This gives the fracture a certain amount 
of fixation while applying the plaster band- 
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age. The position of the fragments is then 
checked by xray. The realignment of frag- 
ments can be done up to the fourth week by 
a reapplication of the east. By this time the 
wound will be healing and more than likely 
will have an odor, so that the original cast 
should be changed anyway. The soiling of 
the east by blood and discharge is not an indi- 
eation for removal. If there is no fever and 
no toxie reaction the wound must be healing. 
The odor does not seem to bother the patient 
as much as it does the nurses and other 
patients. 

Anesthesia is given when the first cast is 
ehanged. This is done in the operating room 
under aseptic precautions. The vaselinized 
gauze pack is removed and if necessary an- 
other inserted, the member cleaned, frac- 
ture realigned, if necessary, and another cast 
applied. There is often difficulty maintain- 
ing alignment during the dressing, but with 
the aid of an assistant or two traction can be 
maintained while the second cast is applied. 
Xray check is again done. 

Smyth and Pfeiffer began using this Orr 
treatment in 1927 in Philadelphia and re- 
ported 100 cases in 1935. Most of us have 
been slow to appreciate the efficiency of this 
method. The wars of the past five years have 
proven its value beyond doubt. One argu- 
ment against the closed plaster method is that 
most of the fracture cases so treated that 
reached France during the Spanish War had 
wounds that had a repugnant odor, they were 
infected and the bone was not in proper 
alignment. The answer is that with any 
other treatment these patients never would 
have reached France. This method provides 
(1) continued drainage without dressing until 
the wound is healed and (2) continued im- 
mobilization without disturbance until the 
fracture is united. 

If, at the time of operation, it is felt that 
the application of a east should be deferred, 
we like to use the Braun-Boehler splint with 
traction through the os ealcis in leg fractures 
or the transfixion pins attached to a Thomas 
splint. 

We are opposed to the use of drainage 
tubes in that they ean only do harm. Skin 
grafts are done if granulating areas are 
large. 
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3. Cases seen after twenty-four hours. 

In these cases excision of the wound does 
no good and usually does harm, as infection is 
present by this time. The successful manage- 
ment of these eases depends on establishment 
of drainage. The skin and deep fascia are 
incised and muscle planes opened. Vaselin- 
ized gauze is packed in all pockets so drain- 
age is complete. Here again we are against 
drainage tubes. A closed east is applied just 
as in a east for osteomyelitis. Skin grafts 
may be necessary here after the infection sub- 
sides. This is the type of fracture that may 
use a window in the east over the wound. My 
experience with this procedure is disappoint- 
ing. There is often edema at the window 
which is difficult to treat and certainly inter- 
feres with healing. We have given up Da- 
kin’s solution and will hereafter confine our- 
selves to the local application of sulphanila- 
mide powder and vaseline gauze packing. 

4. Amputation. 

Amputation for compound fracture is rare 
and should not be done except when there are 
imminent signs of gangrene and destruction 
of the main blood vessels. This serious pro- 
cedure should not be undertaken without due 
deliberation and consultation. Our policy is 
to have another opinion in the event amputa- 
tion is considered necessary. 

In conclusion may I ecite two ‘‘dos’’ and 
two ‘‘don’ts’’ we have for the treatment of 
compound fractures: 

Do apply fixed traction at the earliest pos- 
sible moment. 

Do use closed plaster or the Orr method of 
treating the wounds and fractures. 

Don’t use internal fixation unless abso- 
lutely necessary. 


Don’t suture the wound. 


BIBLIOGRAPHY 

McKee, G. K.: Lancet 139: 38, 1940. 

Trueta, J.: Treatment of War Wounds, London, 1939. 

Orr, H. Winnett: Osteomyelitis and Compound Fractures, 
London, 1929. 

Pfeiffer and Smyth: Treatment of Compound Fractures 
with Special Reference to the Orr Method; Ann. Surg. 
102: 1057, (Dec.) 1935. 


DISCUSSION 

Dr. JOHN C. Prerson (Wilmington): I am 
sure no one here has enjoyed Dr. Walkling’s 
paper more than I have, and I doubt if any- 
one has gotten more benefit from it. As I 
said to him downstairs, I was at a loss as to 
why I was asked to discuss this paper, because 
I am sure that there is no department of sur- 
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gery, unless it is in the repair of tendons, 
that I feel so lacking in capacity as I do m 
the treatment of compound fractures. 

Dr. Walkling’s review of the subject, espe- 
cially from the standpoint of the treatment, 
seems so simple that you wonder how any- 
body could have difficulty with a case of this 
kind. You might think that if you merely 
classified them as to the time of injury and 
the time at which you saw them, the treat- 
ment immediately was dictated to you, and 
you just carried out that treatment; the pa- 
tient had no infection and had an excellent 
functional result; that the whole thing is duck 
soup. 

It hasn’t been so with me unfortunately, 
and I am sure Dr. Walkling doesn’t mean to 
imply that while these certain principles with 
which I am in full agreement are the ones to 
be followed and do lead to the best results— 
that there are many details, whether it is a 
matter of debridement alone or whether it is 
a matter of a dressing or the reduction 
process itself, which is a great problem in 
itself—that all these principles are important ; 
and yet the effective following of them is not 
as easy as it is to speak of them. 

It seems to me in the treatment of com- 
pound fractures that certainly the element of 
infection is the bugaboo, and at the same time 
you have to accomplish sufficient alignment, 
even though it is not 100 per cent, to permit 
of a reasonably good functional result. 

I think his habit of classifying these cases 
according to time elapsed since injury is a 
practical one. I think in respect to all trau- 
matie cases, whether they are tendon injuries, 
or compound fraciures, or even a superficial 
wound, the number of hours elapsed between 
the injury and the time the suture or repair 
is done, it is the essence of the final result. 
My experience in compound fractures, even 
though extending over quite a few years now, 
is actually small. I have looked up the rec- 
ords of the hospital and found that in five 
years only 34 cases of compound fracture 
were seen. These inelude five deaths, and 
these illustrate, I think, what happens in spite 
of carrying out many of the principles that 
Dr. Walkling has emphasized. 

One death was that of a boy who came in 
with a compound fracture of the bone of the 
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forearm, had immediate debridement and 
suture, primary suture of the wound without 
internal fixation, developed tetanus two weeks 
after operation and died. 


Another case of death was that of a com- 
pound fracture of the skull, but I think his 
death was not the result of the compound 
wound but of his brain damage. 


There were two cases of tibia and fibula, 
both of which died in two days, and one of 
the femur of the upper thigh died in one day. 

While there were no deaths except those 
that might be expected, that is, no deaths as 
the result of treatment, I think, yet the fune- 
tional results are far from satisfactory. We 
had gas gangrene complicating one ease. I 
have a couple of films that iliustrate, I think, 
not a hundred per cent contraindication to in- 
ternal fixation, although Dr. Walkling feels, 
I believe, that they are indicated. These two 
are both examples of internal fixation of com- 
pound fractures. ? 

(Film) -One happened to be in a colored 
man. This man came in at midnight, so he 
couldn ’t be operated on until one or two hours 
at most, and because of the difficulty in ob- 
taining alignment and fixation, I used a 
Parham band with the result that you see in 
the film. It is just these complications, which 
I think these two films illustrate, that I am 
sure Dr. Walkling is calling attention to by 
advising the so-called. Orr treatment rather 
than internal fixation in the presence of ecom- 
pound fracture. 

The lack of sufficient experience—at least 
it is true in my own case—makes it difficult 
to follow a particular dictum as to whether 
you never used internal fixation in the pres- 
ence of compound fracture, or whether ocea- 
sionally you might if the ease is recent and 
the damage is slight; that is, when the soft 
part is damaged, the internal fixation is diffi- 
eult. These are things that aren’t practieal, 
and while you ean specify a time limit, the 
factors which characterize each individual 
ease are the ones that make it difficult to 
know what to do unless you follow the proce- 
dure which Dr. Walkling suggests—and I 
think it is to be appreciated for the value of 
his experience behind it—and that is, never 
to use internal fixation. 
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(Film) This colored man still has a east 
on and he was admitted to the hospital in 
November, 1940. It is getting on to a year. 
If the room weren’t dark I would expect you 
would see me blush. The original film is not 
here. He had a comminuted fracture of the 
tibia and the fibula. A Parham band is used 
because we had gotten him soon after his in- 
jury. 

(Film) Here is a film dated January 2, 
1941, which is two months later. It looks as 
though we were getting some eallous, also a 
little absorption around the fracture site. I 
might say that during the post-operative 
course he had no fever. There are so many 
angles to this thing. We have a case that will 
seem to be going along normally and won’t 
show infection until maybe two or three 
months after the primary operation. 


(Film) Here is a later film showing the 
same thing and here he is now. You see how 
much bone shortening he has. 

(Film) I have another film showing almost 
the same thing. The circumstances are a 
little different, but certainly support Dr. 
Walkling’s thesis of not to use internal fixa- 
tion for compound fractures. 

This goes back to 1936, I think. I saw this 
man about 48 hours after his injury over in 
Salem. He was admitted to the hospital with 
a compound fracture, with pretty good exter- 
nal traction. Again bad judgment was used 
and two Parham bands were employed to 
maintain fixation. It was felt that sufficient 
eare had been given to produce an aseptic 
status within the soft parts and around his 
fracture that we could get away with it, but 
you will see from subsequent films that again 
the same chain of circumstances followed 
(films )—osteomyelitis, loss of bone, and here 
he is some time afterward; I think seven or 
eight months. 

The bone loss was extensive. His infection 
finally was controlled; he didn’t lose his life 
and he didn’t lose his leg, but he did have 
an unsatisfactory piece of walking apparatus, 
because of non-union, which I think is 
shown here. You see a suture there at the 
site of the fracture. After he had a period of 
a year without any draining sinus, a bone 
graft was done, and he now has solid union, 
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is walking on his leg, and has a pretty useful 
leg. 

(Film) Here is another film showing re- 
establishment of union. 

I show you these to illustrate first why we 
have difficulty with compound fractures, and 
why the subject still remains a moot one as 
to how they should be treated, both immedi- 
ately and subsequent to their primary treat- 
ment. 

I would like to say again how much I ap- 
preciate Dr. Walkling’s ideas on the subject, 
because they helped me personally and I am 
sure are profitable to all of us. 

Dr. IRVINE M. FLINN (Wilmington): Mr. 
Chairman, I would like to ask Dr. Walkling 
a couple of questions on theoretical points. 
{ find ordinarily when using vaseline gauze 
if it is left in over two weeks some of it rots 
and it is difficult to get out. I wonder why 
you leave the first gauze in four weeks. Is 
that in order to be certain that you have 
some sort of bony union at that time, or do 
you consider it routine, it just becomes part 
of the practice that some of it may be left in 
the wound? 

There seems to be some difference of opin- 
ion in these parts. I didn’t hear the first 
part of the paper. Maybe you mentioned this 
in your paper. When sulphanilamide or any 
of the powders are used in the wound there 
are some who think that sulphanilamide 
should be sterilized first, and they immediate- 
ly begin to worry on that score about whether 
or not to sterilize because of some difference 
in the chemical compound itself. Do you 
sterilize it or do you just use it as it comes, 
and as so many other people do? 

Dr. JAMES BEEBE (Lewes): Mr. President, 
I want to thank Dr. Walkling. 

In one of the recent meetings regarding 
fractures that I attended it was considered 
unnecessary to use antitoxin. They use a sul. 
phanilamide preparation. In recent litera- 
ture and in recent meetings that I have at- 
tended the question has come up that where 
you use the sulphanilamide preparations in 
the treatment of compound fractures in the 
wound or internally you should also use the 
gas bacillus antitoxin, and therefore we do 
use it, but we give the tetanus antitoxin also. 
I wouldn’t want to lose somebody’s life be- 
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eause of a gas bacillus infection, but it is an 
expensive preparation. You have to give the 
sulphanilamides anyway, and I would like to 
know whether we can dispense with it. 

Another thing that I think has been called 
to the attention of the Society as a whole is 
this: Every fire company maintains an am- 
bulanee in rural districts. These firemen 
should be taught first aid in regard to frac- 
tures. The medicai society should do some- 
thing about that. Cases are brought into the 
hospital with inadequate fixation. I am not 
eriticizing anyone for 1i, because usually it is 
not the same one coming in each time. I think 
that certainly some concerted effort to teach 
the firemen should be made. Every Boy Scout 
ean fix a fracture, but every fireman doesn’t 
seem to be able to do so. I would like to eall 
that to your attention. 

Dr. I. J. MacCottum (Wyoming): Dr. 
Walkling has said that the wound should not 
be sutured. It so happens that in the last 
two eases that I have had one of them was a 
severe compound comminuted fracture of 
the elbow that I did suture and dusted sul- 
phathiazole into the wound, and later Dr. 
Flinn operated on this for the correction and 
maintenance of the fragments, and at this 
time there is no infection in the wound. 

The other case was a compound commin- 
uted fracture of the leg, and it held without 
any infection with the suturing. 

Dr. WALKLING: I will be glad to discuss 
this a little further because I purposely left 
out a lot of things. After all, with compound 
fractures you can start with the treatment of 
the skin and end up with the treatment of the 
fracture, and there are so many things that 
oeceur in between. 

First, I said nothing about the after treat- 
ment of the fracture itself, because, that 
opens up a huge field. If one should begin 
talking about the treatment of the fracture in 
compound fractures one would have to talk 
about a compound fracture of the elbow, the 
arm and the leg, and, of course, that couldn’t 
possibly be covered. 

We haven’t had a death from a compound 
fracture in five years. We have had deaths 
from fractured skulls. I don’t eall that a 


death from a compound fracture. As far as 
our end results are concerned, the treatment 
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of the various bones, we are like you are: 
We haven’t had enough to make much differ- 
ence. We treat our fractures of both bones 
of the leg the same way after the wound has 
been healed, with a walking iron and a certain 
amount of weight-bearing. We get a certain 
amount of non-union, as everyone does. I 
think you will get more non-union if you use 
the internal fixation, because you bring up 
several things. First, there is the point 
whether or not the wound has been contami- 
nated; second, whether or not you have thor- 
oughly cleansed it, and you don’t know. You 
know pretty well, but you certainly don’t 
know whether you have thoroughly cleansed 
out that wound. 

If you have, and you know you have, then 
I see no more reason why you shouldn’t use 
internal fixation than you would on an ordi- 
nary fracture, on any un-united fracture. I 
am never sure. I always have that doubt in 
my mind that maybe I have left a little bad 
muscle in there, or an organism or two down 
around there that is going to give me diffi- 
eulty later. I don’t use internal fixation for 
that reason. 

The cast is put on and vaselinized gauze 
packing is put in. It keeps the wound open. 
When wounds are open they drain, and when 
they drain they are going to get well. When 
wounds do not drain you are going to get 
osteomyelitis, non-union, sepsis, and maybe 
you will get a death. I closed up one wound 
on a foot, but it was a mistake. It was a 
technical error on my part in the first place. 
I should never have closed it. The wound 
was too badly damaged. The patient got his 
foot caught between two tractors in one of 
the ammunition factories in Philadelphia. 
There was nothing much left. 

I treated it with sulphathiazole and sutured 
the wound. I think I paid too much attention 
to the skin. I left the cast on for four weeks 
and then took it off. The patient was per- 
feetly all right. I think he is going to get a 
good result. We certainly saved his foot, but 
I think I made a mistake in sewing that 
wound. I will sew them, however, if I can 
eonvinee myself at the beginning that I have 
a thoroughly clean wound, the kind of wound 
that I would like to put some internal fixa- 
tion in. I will certainly close those if I put 
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internal fixation in because then I think if the 
wound is clean enough to put a plate in, it is 
clean enougi: to close. If I do not think it is 
clean enough to put a plate on, then I do not 
think it is clean enough to close. 

We don’t see any reason why the gauze 
should be taken out any earlier, because as 
long as the patient is getting well the vaselin- 
ized gauze will be slowly pushed out by the 
granulation tissue. At least Orr, who has 
used the treatment in osteomyelitis for many 
years, finds that that is so, and we have found 
it true, although vaselinized gauze will stick 
to the ends of the bones. I do not think we 
use sufficient vaseline in it; the British in 
using the Beck paste; they just fill the wound 
with the paste. They use no gauze at all, 
just put the paste in the wound and then put 
a dressing on. It keeps the wound from 
sticking together and it keeps the recesses 
of the wound open. 

Regarding Dr. Beebe’s remarks about the 
sulphanilamide and sulphathiazole, here again 
I think it is a question of whether you want 
to take a chance or not. We use the tetanus 
antitoxin and anti-gas bacillus serum as a 
combined serum. We buy it as a combined 
serum to be given in one dose. It is a little 
more expensive but we feel just a little safer. 
I am going to use it until I am sure that sul- 
phanilamide and sulphathiazole are going to 
take care of the gas bacillus. When we are 
eertain that sulphanilamide will kill all those 
gas bacilli that may be in the wound, then I 
will quit using gas bacillus serum. I would 
much rather use it than have to treat the 
patient after gas bacillus infection occurs. 
I shall continue the use of prophylactic serum 
in spite of the fact that some men prefer the 
use of the sulpha drugs, and I am not going 
to use internal fixation. 





WOMEN’S AUXILIARY 

The Women’s Auxiliary to the American 
Medical Association will hold its twentieth 
annual convention in Atlantic City, June 
8-12. Haddon Hall will be headquarters. 
Requests for reservations should be sent di- 
rect to Haddon Hall, Atlantic City, New 
Jersey. : 


: 
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ARE RADICAL CHANGES IN MEDICAL 
CARE COMING? 

The American people should not be com- 
pelled, in the midst of immense sacrifices 
necessary to win the war, to consider radical 
proposals for changing the whole system of 
American living in health or in illness. The 
Journal of the American Medical Association 
for March 7 declares in an editorial analyz- 
ing proposed expansions of the Social Secur- 
ity Act relating to disability insurance and 
hospitalization payments. Such _ proposals, 
The Journal admonishes, should be consid- 
ered in times when they ean be given the de- 
liberate, meticulous consideration which ecare- 
fully weighs every aspect of the problem 
eonecerned and should not be submitted to the 
Congress and to the American people in a 
period fraught with anxiety as to whether or 
not the nation itself will survive. 

The editorial, with an introductory para- 
graph, follows: 

DIsaBILITy INSURANCE AND Hos- 
PITALIZATION PAYMENTS 


“The following editorial, because it deals with a 
matter of importance relating to poss.ble current 
leg-slation, has been especially authorized and ap- 
proved by the Board of Trustees of the American 
Medical Association. 


‘‘In his budget message to the second ses- 
sion of the Seventy-Seventh Congress, Jan- 
uary 7, President Roosevelt recommended 
‘an increase in the coverage of old age and 
survivors’ insurance, addition of permanent 
and temporary disability payments and hos- 
pitalization payments beyond the present 
benefit programs, and liberalization and ex- 
pansion of unemployment compensation in a 
uniform national system.’ On January 20, 
1942, a communication from the President 
was sent to the House of Representatives re- 
questing $300,000,000 for ‘extended unem- 
ployment compensation benefits.’ This recom- 
mendation apparently is not related to the 
proposed disability and hospitalization pay- 
ments but refers only to problems of unem- 
ployment occasioned by the changing of in- 
dustrial plants from the production of peace 
time goods to the production of war materials. 
Officially, this is the status of a reeommenda- 
tion thrown by the President recently into 
the whirlpool of public opinion. This discus- 
sion of the problem is agitating leaders in the 
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fields of prepayment plans for medical care 
and hospitalization, hospital management and 
medical practice. 


‘Various conferences in Washington with 
representatives of the Social Security Board 
yield the impression that the proposal of the 
President involves primarily a plan to in- 
erease taxation under the Social Security Act 
by 1 per cent, of which 0.5 per cent is to be 
paid by the worker and 0.5 per cent by the 
employer, with a view to providing every 
insured worker or his dependents during pe- 
riods of hospitalization with the sum of $3 a 
day. The plan would involve also allowances 
in cash to cover disability equal to the present 
allowances for unemployment during periods 
of sickness. This proposal apparently had its 
origin in the report of the Technical Commit- 
tee on Medical Care, which introduced the 
so-ealled National Health Program in the Na- 
tional Health Conference in Washington in 
1938. At that time the House of Delegates 
of the American Medical Association held a 
special session to give consideration to the na- 
tional health program. The Reference Com- 
mittee on Consideration of the National 
Health Program in a report adopted by the 
House of Delegates said: 


“Your committee approves the principle of hos- 
pital service insurance which is being widely 
adopted throughout the country. It is susceptible 
of great expansion along sound lines, and your 
committee particularly recommends it as a com- 
munity project. Experience in the operation of 
hospital service insurance or group hospitaliza- 
tion plans has demonstrated that these plans 
should confine themselves to provision of hospital 
facilities and should not include any type of 
medical care. 


‘‘The committee also said: 


“In addition to insurance for hospitalization 
your committee believes it is practicable to de- 
velop cash indemnity insurance plans to cover, 
in whole or in part, the costs of emergency or 
prolonged illness. Agencies set up to provide 
such insurance should comply with state statutes 
and regulations to insure their soundness and 
financial responsibility and have the approval of 
the county and state medical societies under 
which they operate. 

“Your committee is not willing to foster anv 
system of compulsory health insurance... . 


‘Considering particularly the question of 
insurance against loss of wages during sick- 
ness, the report of the committee said: 


“In essence, the recommendation deals with 
compensation of loss of wages during sickness. 
Your committee unreservedly endorses this prin- 
ciple, as it has distinct influence toward recovery 
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and tends to reduce permanent disability. It is, 
however, in the interest of good medical care 
that the attending physician be relieved of the 
duty of certification of illness and of recovery, 
which function should be performed by a qualified 
medical employee of the disbursing agency. 

‘‘Following the meeting of the House of 
Delegates in 1938 came the recommendations 
of the Interdepartmental Committee to Co- 
ordinate Health and Welfare Activities. This 
croup recommended the development of social 
insurance to insure partial replacement of 
wages during temporary or permanent dis- 
ability. Senator Robert Wagner of New 
York, in the well-known proposed National 
Health Act, S. 1620, and in subsequent pro- 
posed legislation, also endeavored to include 
plans for disability compensation and indeed 
to provide medical service in addition to com- 
pensation. 

‘‘In numerous addresses and in hearings 
before legislative bodies since 1938, Mr. 
Arthur J. Altmeyer, chairman of the Social 
Security Board, has continued frequently tu 
suggest cash benefits to persons unemployed 
because of sickness and the provisions of con- 
structive social services to supplement cash 
aids, including medical eare. Obviously 
every proposal for expansion of the social 
security program must, therefore, be viewed 
in the light of the ultimate goal set by Mr. 
Altmeyer. Even though the House of Dele- 
gates of the American Medical Association ap- 
parently approved unreservedly the principle 
of eash benefits for those sustaining loss of 
wages because of sickness, the provision of 
eash payments oi $3 a day to the worker who is 
hospitalized must be considered as part of a 
movement toward complete plans for com- 
pulsory sickness insurance on either a cash 
or a medical service basis. As evidence of the 
apparent inseparability between disability 
benefits and medical and hospital care, work- 
men’s compensation acts under which an in- 
jured worker is supplied with cash benefits 
for disability and also with necessary medieal 
and hospital eare, are cited. 


‘‘The new proposals of the President, ap- 
parently emanating from the Social Security 
Board, must not be viewed in the light of 
circumstances as they prevailed in 1938 but 
in the light of conditions as they exist today. 
The intervening period has witnessed an 
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extraordinary expansion in voluntary hos- 
pitalization insurance and in so-called medical 
service plans.. Today some fifteen million 
persons are insured against the costs of hos- 
pitalization in a variety of agencies, including 
private insurance corporations, mutual non- 
profit plans like the Associated Hospital 
Service of New York, and _ hospitalization 
plans set up on a non-profit basis in various 
states. At least fourteen states and numerous 
eounties have developed voluntary plans to 
cover the costs of medical care. An extensive 
experimentation is now in progress which 
should lead ultimately, if not too greatly dis- 
turbed, to the development of procedures dis- 
tinctly American in their characteristics and 
wholly capable of meeting the needs for medi- 
cal and hospital service. These are likely to 
be adapted to the American system of govern- 
ment rather than modeled after those plans 
of medical eare and hospitalization which 
have prevailed in foreign countries, and 
which have been developed under concepts 
that are socialistic, communistie or totali- 
tarian rather than democratic. 


‘‘The Annual Report of the Social Security 
Board for 1940 indicates that that agency 
contemplates nothing short of a complete sys- 
tem of compulsory sickness insurance. Thus 
the report states: 


“Studies of illness and disability as a cause of 
economic insecurity were continued during the 
year, and consideration was given to proposals for 
extending the social security system to include 
the risk of ill health and disability. 


‘Moreover, there are indications that the 
Social Security Board has been much econ- 
cerned with the question 


whether the development of a program of medical 
care in connection with the three assistance pro- 
grams under the Social Security Act would assist 
or hamper the development of a broader program 
of medical care for those groups in our population 
who are not now able to obtain needed services. 


In fact, Mr. Arthur J. Altmeyer stated his 
point of view positively to the Congress when 
he said in July 1941: 


“Our eventual goal should be the establishment 
of a well-rounded system of social insurance to 
provide at least a minimum security to individuals 
and their families due to unemployment, sick- 
ness, disability, old age and death. In addition, 
we must provide a series of constructive social 
services to supplement the cash aids provided 
under social insurance. Medical care should be 
available to individuals and their families so that 
we may build a healthier, happier nation. Such 
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a system of medical care would be instrumental 
in reducing the costs of cash payments for sick- 
ness and disability. 

‘From these statements it is clear that the 
goal of the Social Security Board is definitely 
a nationwide system of compulsory sickness 
insurance. Obviously, then, every proposal 
for expansion of social security must be con- 
sidered in its relation to that goal. 


‘*Specifically, nevertheless, the present pro- 
posal is for the payment of $3 for each day 
the worker is hospitalized. This blunt state- 
ment without qualification must, of course, 
be translated into proposed legislation before 
all its implications can be fathomed. The 
proponents of voluntary hospitalization and 
medical service plans have felt that the en- 
actment of such legislation would sound the 
death knell of their voluntary proposals. Even 
they, however, are not of one mind in their 
approach to the problem. Indeed, some have 
indicated that they might not look askance 
on the proposal if the technie concerned would 
involve payment of the eash benefit directly 
to such plans rather than directly to the in- 
sured patient. This would mean recognition 
by the government of the prepayment plans 
as the official agency in the field of hospitali- 
zation and medical care. Representatives of 
medical and hospital service plans definitely 
propose that the Federal Security Adminis- 
trator issue a complete endorsement of such 
existing prepayment plans and that he urge 
all communities to form similar organizations. 
Such a pronouncement would be premature. 
Most of these plans are still largely experi- 
mental; they cover, for the majority of the 
insured, only hospitalization and _ surgical 
fees. Few of these plans have yet secured 
much more than a slight majority approval 
of either the medical profession or the public 
which they would serve. Many questions as 
to the cost of promotion and maintenance and 
the character of the control of voluntary hos- 
pitalization and medical care plans remain 
unanswered. These were no doubt some of 
the considerations which caused the House 
of Delegates of the American Medical Asso- 
ciation, at its 1941 session, to request the Bu- 
reau of Medical Economies to make a com- 
parative study of medical service plans for 
stbmission to the House of Delegates in 1942. 
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Until voluntary efforts have shown them- 
selves incapable of meeting existing needs, 
they should be encouraged rather than dlis- 
couraged or even destroyed by forms of gov- 
ernment competition or intervention. By con- 
trast government plans are costly to admin- 
ister and inefficient in operation; they are 
even more experimental than the voluntary 
plans, and they function on such a huge scale 
as to make relief from them well nigh im- 
possible once they are established. 


‘Consideration of the proposed $3 per 
diem payment for hospitalization eosts for 
workers and their dependents must depend, 
therefore, first on the merits of the proposal 
itself and second on its relation to the pro- 
posed goal of a complete compulsory sickness 
insurance plan. Among the important ob- 
jections to the $3 per diem payment plan is 
the fact that the contribution would cover 
only a portion of the cost of necessary hos- 
pital care as defined in most of the voluntary 
hospitalization plans. The establishment by 
the government of a fixed price per day for 
hospital services would inevitably tend here, 
as always in the past, to cause deterioration of 
such service to meet the fixed price. Workers 
would feel, no doubt, that the payment of a 
$3 fee was the government’s evaluation of 
what proper hospital service should cost. 
While the fee might be nearly adequate in 
rural areas, it would, of course, be wholly in- 
adequate in urban centers. 


‘‘The voluntary hospitals of the United 
States now provide an essential service to 
the American people. These hospitals have 
erown as a community interest ; many of them 
are founded in that tenet of most religions 
which states that the eare of the sick is one 
of the highest moral functions that mankind 
ean fulfil, Federal payment and control of 
hospitalization costs would destroy local, re- 
ligious and private community interest in the 
maintenance of voluntary hospitals, thus 
jeopardizing their future and inhibiting the 
initiative to assist them. The proposal in- 
volves, aS one may observe from the state- 
ments of representatives of the Social Seeur- 
ity Board, increased federal funds for new 
hospital construction. Already such appro- 
priations as the government has made have 
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_tended to freeze the flow of bequests and do- 


nations for nonprofit voluntary hospitals. 
With these concepts in mind, representatives 
of various organizations in the field of the 
hospital are emphasizing in this critical time 
that the voluntary hospitals are a national 
asset of incalculable value, that their efficiency 
is traceable in large part to their freedom of 
action under local control and that proposed 
legislation should have most careful considera- 
tion from the professional and hospital point 
of view before it is offered to the Congress. 

‘*The American people find themselves to- 
day in the midst of a war which, this time, 
is in all truth a war for the salvation of 
democracy. Unless that war is won, such 
‘social gains’ as may have been secured will 
disappear along with the fundamental free- 
doms which prevail only under a democratic 
system ot government. Those fundamental 
freedoms are more vital to the nation than 
any expansion of publie services, or the en- 
eraftment on the body politic of new systems 
of payment for work, or improvement in the 
manner of living, or security developed by 
enforced savings through compulsory insur- 
anee. The American people are not averse 
to immense sacrifice—even to the ultimate 
sacrifice—if it will win the war. They should 
not be compelled, in the midst of such saeri- 
fice, to consider radical proposals for chang- 
ing the whole system of American living in 
health or in illness. The exposed expan- 
sions of the Social Security Act related to 
medical care should be considered in times 
when they can be given that type of deliber- 
ate, meticulous consideration which carefully 
weighs every aspect of the problem concerned. 
Such proposals should not be submitted to 
the Congress and to the people in a period 
fraught with anxiety as to whether or not the 
nation itself will survive. Let us at the least 
postpone these proposals until the decision as 
to whether or not our democracy can success- 
fully defend itself against ruthless totalitar- 
lanism is clear.’’ 


JAP POLICY INCLUDES ILLICIT 
DRUG TRAFFIC 


Illicit commerce in drugs is an important 
part of the aggressive policy of the Japanese 
government, The Journal of the American 
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Medical Association for February 28 declares. 
The Journal says: 


‘‘Paragraph 15 of a booklet of regulations 
for Japanese soldiers reads as follows: 


‘‘ <The use of nareotics is unworthy of a 
superior race like the Japanese. Only inferior 
races, races that are decadent, like the Chi- 
nese, Europeans and East Indians, are ad- 
dicted to the use of narcotics. This is why 
they are destined to become our servants and 
eventually disappear.’ 


‘‘The role played by the ‘superior’ race in 
the enslavement of the other races through 
the use of narcotics is revealed in a statement 
by the Secretary of the Treasury, Mr. Mor- 
genthau (release to the press, January 26). 
Commissioner of Narcotics Harry J. Anslin- 
ger reported to the secretary that he had 
abundant proof that Japan had defied inter- 
national commitments by promoting the 
opium trade. The Japanese officials had three 
objectives in their traffic: to gain revenue, 
to corrupt Western nations, and to weaken 
and enslave the peoples of lands already in- 
vaded or marked for invasion. Wherever 
the Japanese army goes, the drug traffic fol- 
lows. This illicit commerce in ‘white’ drugs 
is more than tolerated by the Japanese gov- 
ernment. It constitutes an important part 
of its aggressive policy. The extent of this 
traffic and the conditions engendered by it 
are truly appalling. According to our nar- 
eotic chief, not less than 90 per cent of all 
the illicit ‘white’ drugs of the world are of 
Japanese origin, manufactured in the Japa- 
nese concession of Tsientsin, in Dairen or in 
other cities of Manchuria, Jehol and occupied 
China, and this always by Japanese or under 
Japanese supervision. The report states that 
the Japanese concession in Tsientsin has be- 
come the heroin center of China proper and 
of the world, and it is from here that not only 
the Chinese race but all other countries of 
the world are being weakened and debauched. 
The Japanese consulate at Chengchow in 
Honan acts as a eenter for the distribution 
of drugs. The report further states that since 
the invasion of North China by the Japanese 
all legal control of the narcotic trade has 
ceased to exist. This is another form of 
chemical warfare against the Chinese people 
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as deadly as war gases. Japanese authorities 
derive revenue from this traffic to cover part 
of the costs of their invasion of China. 


‘‘The entire situation was aptly summed 
up in the statement of Lieutenant Commander 
Fletcher, made in the House of Commons on 
Dec. 22, 1938: ‘Pestilence and war are his- 
torically associated with each other, but it 
has been left to the Japanese to find a way 
of making a pestilence pay for war.’ This 
presumably is the ‘order and peace’ and the 
‘benefits of friendly collaboration’ that the 
Japanese military are bringing to the people 
of China. We are directly concerned in the 
matter because of an alarming amount of 
smuggling of the ‘white’ drugs into the 
United States. The statement reveals that by 
one gang of traffickers alone enough heroin 
was smuggled into the United States to supply 
ten thousand addicts for one year. One ship- 
ment seized in Seattle from four Japanese 
totalled a million shots of morphine. To com- 
bat this illicit traffic, a law was enacted by 
the United States in 1935 imposing heavy 
fines on the master or owner of any vessel 
visiting our ports on which unmanifested 
heroin, morphine or cocaine is found.’’ 





SULFANILAMIDE DERIVATIVES IN 
STORED PLASMA 


Contamination with bacteria, the only seri- 
ous objection to storing plasma (the fluid por- 
tion of the blood) in the fluid state for trans- 
fusion is overcome by the use of derivatives 
of sulfanilamide, preferably sodium sulfa- 
thiazole, Milan Novak, M. D., Chicago, states 
in The Journal of the American Medical 
Association for February 14. 


He says that he has used ‘‘the sulfonamide 
[sulfanilamide] group of drugs in stored 
plasma as_ bacteriostatic [inhibiting the 
growth of bacteria] and bactericidal [bacteria 
destroying] agents. In all of my experimen- 
tal work and in actual routine clinical usage 
over a two-year period the method has been 
found to be completely satisfactory regard- 
less of the temperature [at which 
the plasma is stored] or duration of storage. 
The quantity of the drug necessary to ac- 
complish the purpose in stored plasma is 

(Concluded on Page 52) 
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CONFERENCE ON MEDICAL SERVICE PLANS 


The first Conference on Medical Service 
Plans was held in Chicago on February 14, 
1942, at the headquarters of the American 
Medical Association and the Palmer House. 
A total of sixty-four persons were present, 
ineluding representatives from operating and 
proposed medical service plans in seventeen 
states and officers of state and county medical 
societies. 

Dr. Olin West, Secretary and General 
Manager of the American Medical Associa- 
tion, weleomed the representatives and stated: 
‘You are distinctly a part of a great move- 
ment that is essential to the welfare of the 
people of this country and it is highly de- 
sirable that you should get together to ex- 
change information and opinions in order to 
arrive at a basic understanding of the prob- 
lems involved.’’ 

Mr. J. D. Laux, of Michigan Medical Ser- 
vice, who was elected Chairman of the Con- 


ference, indicated that interest in some form 
of prepayment for medical services has been 
moving along three well-defined fronts: 
(1) group elinie or consumer plans such as 
the Ross-Loos Clinic or the Transport Work- 
ers Medical Plan, of which there are seven- 
teen such plans in operation with a _ total 
enrollment of 100,000 persons; (2) employee- 
employer mutual benefit associations (300 in 
operation) and the commercial insurance 
company plans (at least 250) providing cash 
indemnity benefits totaling $365,000,000 an- 
nually; and (3) non-profit medical service 
plans sponsored by medieal societies, of which 
there are 33 plans in operation in 9 states 
with an enrollment in excess of 750,000 per- 
sons. The non-profit medical society spon- 
sored programs are developing most rapidly 
and give the best promise of contributing 
toward a better distribution of medical ser- 
vice. 

The entire day was devoted to considera- 
tion of the basic principles and major prob- 
lems involved in medical service and limited 
surgical benefit programs sponsored by medi- 
eal societies. The following are some particu- 
larly pertinent points brought out in the dis- 
cussion : 

Contract practice plans limiting service to 
a smali number of physicians cannot provide 
a Satisfactory service for an entire commun- 
ity. Non-profit community-wide or state- 
wide service plans are the proper type of or- 
ganization for prepayment of medical ser- 
vices. 

The statement that voluntary plans lead to 
compulsory insurance applies to the chaotic 
situation ereated by a multiplicity of lay con- 
trolled or commercial plans not to medically 
sponsored community programs. 

In medical society sponsored programs, the 
contribution of the profession is the offering 
of services without additional charge to per- 
sons in the under-income group. Under a 
plan providing cash imdemnity, the only 
thing the medical profession furnishes—ser- 
vice protection to the individual—would be 
taken away. 

Experiments in the full coverage type of 
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medical service plan are being undertaken to 
determine the effect of such plans on the pri- 
vate practice of medicine; how such plans af- 
fect the physician-patient relationship ; what 
problems arise in connection with the practice 
of specialists; the difference between urban, 
rural, and metropolitan practice; and all gen- 
eral problems relating to medical care. 

A differential arrangement for specialists 
is a problem which one medical service plan 
treats in the following manner: When a 
subseriber uses a specialist as his family phy- 
sician, the specialist receives general practi- 
tioner fees for such service. However, in the 
event the subscriber is referred to a specialist 
by his family physician for special services, 
an inereased fee is paid. To be eligible for in- 
creased fees, the specialist must confine him- 
self strictly to his specialty. 

Enro!lment based on individual physical 
examinations does not furnish as good selec- 
tion as group enrollment. 

The desirability of establishing somewhat 
uniform or model legislation for medical ser- 
vice plans was emphasized. 

The question of the extent of joimt opera- 
tions with hospital service plans and the ap- 
propriate basis for cooperation lead to the 
establishment of a committee to meet with a 
committee from the hospital service plans. 

It is of utmost importance to establish a 
centralized agency for the collection and dis- 
semination of information. R. G. Leland, 
M. D., Director of the Bureau of Medical 
Eeonomies of the American Medical Asso- 
ciation, outlined a program of coordination 
through establishment of a glossary of termi- 
nology, an organizational outline of the plans, 
and a composite tabulation of financial and 
statistical reports. 

The Conference concluded with the ap- 
pointment of a committee to determine the 
best method of establishment of a permanent 
organization of medical service plans through- 
out the country. 





Dr. William Marshall, President of the 
Medical Society of Delaware, has appointed 
Dr. William H. Speer, Wilmington, as Secre- 
tary of the Society, due to the absence of Dr. 
C. Leith Munson, who has joined the Medical 
Corps of the Army. Dr. Speer has served 
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as secretary before, and we are fortunate that 
this important office, so unexpectedly vacated, 
is to be filled by one who knows all its re- 
quirements. 





A DANGEROUS PROCEDURE 

A warning that the treatment of ganglion, 
a saclike tumor on a tendon, by injection of 
caroid, a vegetable pepsin, is a dangerous 
procedure is sounded by J. Albert Key, M. D., 
St. Louis, in The Journal of the American 
Medical Assocation for February 14. 

He reports the case of a patient with a 
ganglion on the back of her wrist into which 
was injected caroid and the resulting liquefied 
material subsequently withdrawn by suction 
in accordance with the procedures recom- 
mended in such use of earoid. Infection, 
however, developed and the patient now has 
a definite disability of the hand. Dr. Key 
says the caroid used was found to be heavily 
contaminated as were two other samples of 
the material obtained elsewhere. He says he 
does not believe the sterilization of the prod- 
uct as recommended by the manufacturer is 


adequate for material which is to be injected 
into tissues. ‘‘If it cannot be sterilized com- 
pletely without destroying the enzyme, it 
should not be sold for injection or implanta- 
tion in wounds,’’ Dr. Key declares. 





WAR SESSIONS—A. C. S. 
Colonel Hugh J. Morgan, Medical Corps, 


United States Army, and Captain Frederick 
R. Hook, Chief of the Surgical Service of the 
United States Naval Hospital in Washington, 
will represent the Army and the Navy re- 
spectively at the second series of War Sessions 
being conducted by the American College of 
Surgeons for all members of the medical pro- 
fession and executive personnel of hospitals 
in the United States. 

The second series, in part, will be as fol- 
lows: 

Wednesday, March 25—Baltimore, Mary- 
land, District of Columbia; Lord Baltimore 
Hotel and Belvedere Hotel. 

Friday, March 27—Harrisburg, Pennsyl- 
vania; Penn Harris Hotel. 

Saturday, March 28—Newark, New Jersey, 
Delaware; Robert Treat Hotel. 

‘Medical officers representing the United 
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States Office of Civilian Defense and the Pro- 
eurement and Assignment Service of the Of- 
fice of Defense Health and Welfare Services 
will also address the sessions. Each one-day 
session will have both joint and separate 
meetings for members of the medical profes- 
sion and for hospital representatives. In ad- 
dition to the representatives of the govern- 
ment organizations, there will be speakers who 
are outstanding medical and hospital authori- 
ties to lead the discussions on treatment of 
war wounds, and on the war and eivilian de- 
fense as they affect hospitals. 


PROGRAM FOR MEMBERS OF THE MEDICAL 
PROFESSION 


9:00 A. M.—9:45 A. M. 

Panel Discussion: Treatment of War In- 
juries to the Skull and Face. 

9:45 A. M.—10:35 A. M. 

Panel Diseussion: Treatment of War In- 
juries to the Chest. 

10:45 A. M.—12:15 P. M. 

The Organization and Functions of the 
Medical Department of the U. S. Army. 

The Organization and Funcetions of the 
Medical Department of the U. S. Navy. 

The Doctor and the Hospital in Civilian 
Defense. 

12:30 P. M.—2:00 P. M.—LUNCHEON 

Address and Round-table Diseussion of 
Procurement and Assignment Service. 

2:15 P. M.—3:15 P. M. 

Panel discussion: Treatment of Wounds 
of Soft Parts. 

3:30 P. M.—5:00 P. M. 

Panel discussion: Fractures. 

6:00 P. M.—7 :30 P. M.—DINNER 
7:30 P. M.—8:00 P. M. 

Activities of the American College of Sur- 
geons and Their Relation to the Defense Pro- 
cram. 

8:00 P. M.—9:00 P. M. 
Panel discussion: Treatment of Burns. 
9:00 P. M.—10:00 P. M. 

Panel discussion: Prevention and Treat- 
ment of Shock. 3 

PROGRAM FOR HospPiItaAL REPRESENTATIVES 

9 :00—10:30 A. M. 


Forum: Civilian Defense as Affecting 
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Hospitals. Conducted by Representative of 
the United States Office of Civilian Defense. 
10:45 A. M.—12:15 P. M. 

Joint sessions for those in attendance at the 
meeting, including Physicians, Surgeons, and 
Hopital Representatives. Addresses _ by 
Representatives of the United States Army, 
Navy, and United States Office of Civilian 
Defense : 

The Organization and Functions of the 
Medical Department of the United 
States Army. 

The Organization and Functions of the 
Medical Department of the United 
States Navy. 

The Doctor and the Hospital in Civilian 
Defense. 

12 :30—2:00 P. M. 

Luncheon for Physicians, Surgeons, and 
Hospital Representatives, followed by an ad- 
dress on the Procurement and Assignment 
Service. 

2 :15—5 :00 P. M. 

Panel discussion: Hospital Problems In- 
cident to the War. 

Priorities. 

Maintaining Adequate Professional and 

Non-Professional Personnel 

Relation of the Procurement and Assign- 
ment Service to the Hospital 

Organization of the Hospital for Civilian 
Defense | 

Maintaining Standards of Service 

Meeting the Increasing Costs of Hospital 
Service 

6 :00—7 :30 P. M. 
DINNER 
7 :30—8 :00 P. M. 

Activities of the American College of Sur- 
geons and Their Relation to the Defense Pro- 
eram. 

8 :00—10 :00 P. M. 

Panel discussion: Treatment of Burns. 

Panel discussion: Prevention and Treat- 
ment of Shock. 





‘“‘When Bobby Goes to School” 
Under the rules laid down by the American 


Academy of Pediatrics, their new education- 
al-to-the-publie film ‘‘When Bobby Goes to 
School’? may be exhibited to the publie by 
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any licensed physician in the United States. 

All that is required is that he obtain the 
endorsement by any officer of his county 
medical society. Endorsement blanks for this 
purpose may be obtained on application to 
the distributor, Mead Johnson & Company, 
Evansville, Indiana. 

Such endorsement, however, is not re- 
quired for showings by licensed physicians to 
medical groups for the purpose of familiariz- 
ing them with the message of the film. 

‘*When Bobby Goes to School’’ is a 16-mm. 
sound film, free from advertising, dealing 
with the health appraisal of the school child, 
and may be borrowed by physicians without 
charge or obligation on application to the dis- 
tributor, Mead Johnson & Company, Evans- 
ville, Indiana. 





Nursery Rhyme 

Mary had a little cold, but wouldn’t stay at 
home, 

And everywhere that Mary went, that cold 
was sure to roam; 

It wandered into Molly’s eyes and filled them 
full of tears. | 

It jumped from there to Bobby’s nose, and 
thence to Jimmie’s ears. 

It painted Anna’s throat bright red, and 
swelled poor Jennie’s head, 

Dora had a fever, and a cough put Jack to 
bed. 

The moral of this little tale is very quickly 
said— 

She could have saved a lot of pain with just 
one day in bed! 
—Luey Thibault, Arkansas Democrat 





SULFANILAMIDE DERIVATIVES IN 
STORED PLASMA 
(Concluded from Page 48) 
small, so that there are no noteworthy con- 
traindications to its routine use. 

‘‘The sulfonamide drugs,’’ he continues, 
‘‘may be used in conjunction with any of the 
methods of processing plasma now available. 

This method lends itself conveniently 
to civil and military use. The expensive and 
elaborate methods for processing this essential 
material thus become unnecessary in most in- 
stances. ’’ 
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Physicians Casualty Association 
In these days when we are all confronted 


with a question of shortages in various com- 
modities and an increase in the price of those 
obtainable, we are happy to announce that 
not only will we continue to carry our policy- 
holders at no inerease in the cost of their 
accident and health insurance but we adopted 
a resolution to the effect that there shall be 
no restriction under our policies by reason 
of Army, Navy or Marine Service and this 
is irrespective of where such Service may take 
the policyholder. 





OBITUARY 
Rospert B. Hopkins, M. D. 

Dr. Robert B. Hopkins died at his home 
in Milton, Delaware, on March 8, 1942, aged 
76 years. He was the oldest practicing phy- 
sician in Sussex County and a ecivie leader 
there for many years, with a record of 55 
years’ service as a general practitioner. 

Dr. Hopkins graduated from Jefferson 
Medical College in 1887 and returned to 
Milton where he became associated in the 
practice of medicine with his father, Dr. 
James Alfred Hopkins, who was a physician 
there for 52 years. 

In 1937 he was presented a silver loving 
cup by the Medical Society of Delaware in 
recognition of 50 years of service. 

He was a past president of the Society, a 
member of the General Assembly in 1933, 
and served three terms as Mayor of Milton. 
He was responsible for installation of the 
Milton water system and for a number of 
years kept the Milton Bank intact as an or- 
ganization. 

Besides serving on the Milton Board of 
Education he was one time president of the 
Sussex County Board of Education. 

During the World War I he directed Lib- 
erty Loan and Red Cross work in this section. 

Dr. Hopkins was a director of the Sussex 
Trust Company and a trustee of the First Na- 
tional Bank. He also was active in Masonic 
circles and the Tall Cedars of Lebanon. 

In 1908 Dr. Hopkins married Miss Marie 
Neilson, of Copenhagen, Denmark, who sur- 
vives with the following children: Mrs. Wini- 
fred Hopkins Larke, New York City; James 
A., Robert N., and John A. Hopkins, all of 
Milton. 

Funeral services were held on March 11th, 
with interment in Goshen Cemetery. 








